Background: Workplace violence (WPV) is a widespread occupational hazard affecting the health, safety, job attitude and productivity of the nursing workforce. This study was designed to investigate the pattern and perceived effects of WPV on nurses' work productivity in two selected hospitals in Ibadan.
Introduction

Introduction of Problem
Violence at workplace has been a major subject of debate globally as it poses threat to all parties involved with far-reaching consequences. It is not limited by the type of occupation nor region, but cuts across all work settings (Khoshknab, Tamizi, Ghazanfari, and Mehrabani, 2012) and countries alike (Mohamad and Motasem, 2012) . Violence at work refers to a broad spectrum of behaviours such as violent acts by patients, visitors, and/or co-workers which results in a concern for personal safety (Papa and Venella, 2013) . the most victimized group in the health care setting accounting for approximately 80% of all assaults with this number being under estimated.
Prevalence of WPV among nurses vary in different countries and settings, with rates reaching 29.9% in a public health facility in Ethiopia (Fute, Mengesha, Wakgari and Tessema, 2015) and 86.1% (N=416) in obstetrics and gynaecology departments in Egypt (Samir, Mohamed, Moustafa and Abou Saif, 2012) . Workplace violence against nurses in Nigeria is no exception. Disturbing rates as high as 88.1% (N=303) was reported in a tertiary hospital in Abia state (Ogbonnaya, Ukegbu, Aguwa and Emma-Ukaegbu, 2012 ) and 53.5% in a south-western city (Abodunrin, Adeoye, Adeomi and Akande, 2014) .
Safety at workplace is a vital requirement in ensuring quality service delivery and optimal performance of the workforce. Available data shows that violence against workers can impact on the individual's health and morale, thus, negatively influencing productivity due to reduced morale and motivation (Azodo, Ezeja and Ehikhamenor, 2011) .
Although violence at the workplace, specifically against nurses has been identified as a major occupational problem, the perceived effects of the violence on nurses' work productivity has been unknown. Hence, this study seeks to examine the pattern of nurses' exposure to workplace violence and its perceived effects on work productivity in selected health care settings in Ibadan, South-West Nigeria.
Specifically, the objectives of this study is to evaluate the proportion of nurses who had experienced workplace violence and determine the perceived effects of workplace violence on nurses' work productivity.
Statement of Problem
Workplace violence (WPV) is a serious global health problem. It has been reported as a significant issue for healthcare providers, including nurses and other staff directly involved in patient care (WHO, 2012) . A position paper released by the Emergency Nurses Association (ENA) in 2010 recognized workplace violence as a serious occupational risk requiring targeted responses from employers, law enforcement agencies and the community, with the assertion that the health care industry leads all other sectors in the incidence of nonfatal workplace assaults.
Violence against nurses at the workplace is an alarming problem in both developed and developing countries (Al-Omari, 2015) . It is prevalent and consequential, contributing to nurses' reduced health and safety, worsened job attitudes, and compromised productivity (Liu-Qin, Paul, Chu-Hsiang, Mary and Julie, 2012) . This recognition of violence in health care has been demonstrated throughout the literature. The National Occupational Safety and Health (NIOSH, 2015) has gone a long way to establish guidelines to address workplace violence in health care. There is also a plethora of research on workplace violence and nursing. Spector, Zhou and Che (2014) completed a systemic review of nurses' exposure to violence, where it was stated that there have been 100 and more published articles on the incidence of workplace violence. It was also established that the highest incidence of workplace violence in nursing is in the areas of psychiatry, emergency medicine, and geriatrics (Spector, Zhou, and Che, 2013; Kowalenko, Gates, Gillespie, Succop and Mentzel, 2013; Nakaishi, Moss, Weinstein, Perrin, Rose, Anger et. al, 2013) .
Despite the laudable achievements in the development of guidelines to prevent workplace violence in the health sector, recent events in the country (Nigeria) reveal an alarming incidence of violence against nurses. Sometime in May, 2004 at the male ward of the Neuropsychiatric Hospital, Aro, Abeokuta, as witnessed by the researcher, a patient slapped a female nurse while on duty. She was consequently referred to the University College Hospital, Ibadan where she was admitted for a substantive period of time as a result of hearing loss. This incidence consequently had an effect on the existing relationship between the nurses and all the patients on the ward. The nurses were angry and withdrawn, after which they refused to render their services to the patients. More recently, on February 11, 2016, at the University College Hospital, a patient relative slapped a nurse. This incidence also resulted in a 48 hour industrial action by the entire nursing workforce of the hospital (Guardian newspaper, 2016).
Based on these scenarios, the researcher can logically conclude that workplace violence is a frustrating problem of our time. While more and more information on the frequency of violence and how to handle it is becoming known, there is often no reasonable rationale for this type of conduct and, despite everything we know or do, violent situations happen. Research is needed to uncover the main determinants of workplace violence against nurses here in Nigeria, the experiences of nurses on violence and how it has affected nurses' work productivity.
Review of Literature
Workplace Violence
The National Institute for Occupational Safety and Health (NIOSH) defines workplace violence as "violent acts (including physical assaults) directed toward persons at work or on duty" (Department of Health and Human Services [DHHS] 2012, in Papa and Venella, 2013) .
Workplace violence is any act or threat of physical violence, harassment, intimidation, or other threatening disruptive behaviour that occur at the work site, ranging from threats and verbal abuse to physical assaults and even homicide. Others include violence or the threat of violence against workers; acts of aggression or physical assault; threatening behaviours; or behaviour that causes emotional or physical harm to customers, co-workers, or managers in a work setting (McPhaul, Lipscomb and Johnson, 2010) .
There are common themes that have remained constant over the years, essentially suggesting that the violence occurs at work and refers to a broad spectrum of behaviours (e.g., violent acts by patients, visitors, and/or co-workers) which consequently results in a concern for personal safety (Papa and Venella, 2013) .
Workplace violence is a far more common feature in organizations than previously thought. While there is a record of about a million Britons who have experienced physical aggression in the workplace between 2009 and 2011, approximately 2 million American workers are victims of workplace violence each year and many more go unreported (USDA, 2011) . This situation is similar in the developing countries of Africa, Asia and Latin America (Clark, 2016; Wurim, 2013 ).
Proportion and Frequency of Workplace Violence
The Bureau of Labour and Statistics (BLS) reported that health care workers were victims of approximately 11,370 assaults in 2010 which was a 13% increase over the number reported in 2009 and 19% of which occurred in nursing (NIOSH, 2015) . Among all health care workers, nurses have the highest risk for violence in the workplace with over 30,000 reported incidents of violence in the United States (Harrell, 2011) . These numbers account for reported workplace violence and the actual number of violence in nursing may be considerably higher, as supported by Ogbonnaya, Ukegbu, Aguwa and Emma-Ukaegbu, (2012) , that there is limited data on the magnitude of workplace violence. The number of incidence of assault may be 80% higher because research suggests that individuals in the health care underestimate the incidence of violence they experience while on duty.
The prevalence of WPV has always presented a picture of concern. From 2002 to 2013, incidents of serious workplace violence (those requiring days off for the injured worker to recuperate) were four times more common in healthcare than in private industry (OSHA, 2015) . In 2013, it was recorded that the broad "healthcare and social assistance" sector had 7.8 cases of serious workplace violence per 10,000 full-time employees, while other large sectors such as construction, manufacturing, and retail all had fewer than two cases per 10,000 full-time employees (OSHA, 2015).
Clark's conclusion on Hader's study in the United States, Afghanistan, Taiwan, and Saudi Arabia, reported an 80% exposure of the respondents to violence within the work setting (Clark, 2016) . In a study conducted by Nakaishi, et al (2013) in Oregon, it was concluded that 49.6% of nurses (N= 29,979) surveyed experienced violence within the work setting, of which 19.1% experienced physical violence and 46.3% experienced non-physical violence. In Slovenia, Kvas and Selijak (2014) reported that 61.6% of the nurses had experienced violence between 2013 and 2014. In another study conducted in Ladoke Akintola University Teaching Hospital, 53.2% of the nurses experienced violence in the past one year (Abodunrin, Adeoye, Adeomi and Akande, 2014). Hader's study noted a physical violence prevalence of 25.8% with 92.8% of the respondents being female. Out of the reported episodes of violence, 53.2% were committed by patients towards nurses. This consistency in prevalence demonstrates the threat nurses face on a daily basis. The report also noted that 73% of nurses experienced some form of violence occasionally, 17% reported violence often, and 1.7% described workplace violence as always been experienced. In Paul, Zhiqing and Xin Xuan (2013)'s review of 136 articles, about one third of nurses' worldwide indicated exposure to physical violence and bullying, one third reported injury, about a quarter experienced sexual harassment, and about two-third indicated nonphysical violence. This evidence clearly identifies that exposure to violence in health care is common with half of all workers reporting exposure (Abodunrin, Adeoye, Adeomi and Akande, 2014; Ogbonnaya, Ukegbu, Aguwa and Emma-Ukaegbu, 2012; Clark, 2016) .
On the other hand, research has also submitted that workplace violence against nurses is under reported, scattered and sketchy. A large study of more than 4,738 Minnesota nurses as reported by Clark (2016) and OSHA (2015) revealed that only 69% of physical episodes of violence were reported, 71% of nonphysical acts of violence were never reported. Even when these incidents were reported, 86% were reported verbally without adequate follow-up. The evidence for non-reporting contributes a remarkable view of a possible additional problem related to violence in health care and the impact on nurses.
Effects of Workplace Violence on Nurses and Nurses' Work Productivity
Violence undermines the healing mission of the healthcare organization, jeopardizes the physical and emotional safety of patients and caregivers and interferes with the ability of the healthcare team to optimally contribute to positive patient outcomes (American Association of Critical Care Nurses, (AACN), 2014)
The resultant effects of workplace violence are multi-factorial impacting the individual nurse, the organization, and the profession. Azodo, Ezeja and Ehikhamenor (2011) posits that violence can result in pain, distress, disability or death, negatively affecting productivity due to reduced morale and motivation.
Physical attacks are obviously dangerous but serious or persistent verbal abuse and threats can also damage employees' health through anxiety or stress (Wurim, 2013) . The impact of physical injury is self-explanatory resulting in mostly minor injuries, thus having an obvious impact on health (Wurim, 2013) .
Effects of physical violence on the nurse include acute stress, posttraumatic stress symptoms, decreased work productivity, physical injury, and death (Bureau of Labour Statistics, (2012); Gates, Gillespie, & Succop, (2011); Gillespie, Gates, Miller, & Howard, (2010) ; and Janocha and Smith, (2010). Though work-related deaths are a rare occurrence in health care, Janocha and Smith (2010) reported 100 fatally injured workers between 2003 and 2007 in the health care and social assistance sector due to workplace violence, and of all the non-fatal injuries that occurred in the private sector in 2007, approximately 9,953 (59.1%) occurred in the health care and social assistance sector (Janocha and Smith, 2010). Specific to emergency nursing, the degree of physical assaults against emergency nurses was 1.8 assaults per nurse per year (Kowalenko, Gates, Gillespie, Succop, and Mentzel, 2013) . A mutual response shared by nurses as victims of physical violence in the workplace includes becoming fearful, angry, frustrated, and helpless (Gillespie, Gates, Miller, and Howard, 2010; Magnavita and Heponiemi, 2011; Samir, Mohamed, Moustafa, and AbouSaif, 2012) . Most frequently too, nurses display signs of posttraumatic stress after physical violence. Such signs include consciously avoiding opportunities to talk about the event, having recurrent flashbacks about the event, and having a heightened state of arousal leading to poor sleeping (AbuAlRub and Al-Asmar, 2011; Gates, Gillespie, & Succop, 2011; Gillespie, Gates, Miller, & Howard, 2010; Pai and Lee, 2011) . Emergency department nurses reported that they were unable to work in the emergency department after a violent incident (Howerton, Child, and Mentes, 2010) .
Consequences of physical violence are not limited to adverse psychological signs and symptoms. Being the target of physical violence can impact the ability of nurses to perform optimally. Gates, Gillespie, and Succop (2011) submitted that the posttraumatic stress symptoms caused by physical violence reduces the ability of emergency nurses to cognitively focus on their work when compared to their ability prior to a violent event. When Gillespie, Gates, Miller, & Howard, 2010 qualitatively explored the effect of workplace violence on nurses in a paediatric emergency department, it was found that participants intentionally avoided patients and visitors who were violent, likely in an effort to prevent a recurrent violent act. This then posits that while physical violence can lead to negative psychological health, it can also lead to a decrease in work productivity evidenced in the quality of care being rendered to patients.
The occurrence of WPV continues to be an issue that impacts individuals, organizations, and the profession of nursing. There is clear and compelling evidence that workplace violence in health care has numerous effects. Twenty years of research has indicated that this is not only a health care problem but a social concern. In light of the many challenges that health care is currently experiencing, workplace violence should be considered a priority. As a public concern, a preventive framework was instituted, but the effectiveness of these strategies has continued to be another challenge in mitigating workplace violence.
Methods
Design
A descriptive study design was used to determine the pattern of workplace violence and perceived effects on nurses' work productivity. Two trained research assistants collected data in each of the health facilities.
Sample and Settings
A convenience sample was used. Nurses working in 2 selected health facilities (1 federal and 1 state hospital) were recruited. These hospitals have the highest population of nurses and client flow as compared to other hospitals in Ibadan city. Sampling criteria include all nurses especially nurses with recent exposure to violence. Nurses who have spent less than 3 months in the selected hospital were excluded.
Data Collection
Two trained research assistants collected data. All nurses working in the targeted hospital were approached to participate in the study. The trained research assistants visited the different hospital departments to explain the purpose of the study and to invite nurses to voluntarily participate. Upon agreeing to participate, they were asked to read and sign the consent form and then complete the questionnaire. Due to the busy schedule and job task of nurses, the three shifts were employed in data collection. Some nurses were assessed during their break period, some filled the questionnaire on the spot and returned it immediately while some were collected by the nurses and retrieved later. Data collection took a span of one month before completion. A total of 314 nurses completed the questionnaire with a response rate of 90%. All completed questionnaires were valid for use.
Data Analysis
Statistical Package of Social Science (SPSS) version 21 (SPSS Inc., Chicago, IL, USA) was used to conduct descriptive and correlation statistics.
Ethical Considerations
Before conducting the study, the researcher obtained approval from the Institutional Review Board at the University of Ibadan and Ministry of Health, Oyo State. Confidentiality was maintained throughout the study. Participants' anonymity was ensured by not asking the participants to write any identifying information on the questionnaire. There was no potential risk to participation and nurses were informed that they could quit at any time in case they preferred not to complete the questionnaire.
Measures
Two instruments were combined for use in the present study. The first is an adapted interviewer administered questionnaire, derived from the International Labour Organization (ILO), International Council of Nurses (ICN), WHO, and Public Services International (PSI) joint program project "Workplace Violence in the Health Sector Country Case Studies Research Instruments Survey Questionnaire". This Workplace Violence Questionnaire (WVQ) was previously used to examine workplace violence by researchers in Jordan (AbuAlRub and Al-Asmar 2011; Ahmed 2012; Al-Omari, 2015) and in other countries, such as Taiwan (Chen, Hwu and Wang, 2009 ) and Hong Kong (Kwok, Law, Li, Ng, Cheung, Fung et.al, 2006) . A letter requesting for permission to use the instrument was sent to WHO. Worthy of note is the fact that not all the items in the instrument was adapted. Relevant questions from the 5 sections in the instrument were picked and modified to suite the first two sections (section A-socio demographic data and section B-pattern of workplace violence) of the questionnaire for use in this study.
On the other hand, an investigator developed health care productivity survey was entirely adopted for use in the present study. This survey was developed and tested by Gillespie, Gates and Succop in 2010 in a bid to measure the change in work productivity following a stressful event of workplace violence. Psychometric analysis of this instrument demonstrated strong content and construct validity for the four subscales, internal consistency reliability (0.871 -0.945), and test re-test reliability (r = 0.801, p < 0.001) with a sample of U.S. emergency nurses (Gillespie, Gates and Succop, 2010) . Request for permission to use the instrument was sent to Dr Gillespie and was adequately granted.
The questionnaire contained 64 items in all (63 closed and 1 open-ended question) , categorized into four sections: demographic data (8 items), pattern of workplace violence (22 items), determinants of workplace violence (5 items) and perceived effects of workplace violence on nurses' work productivity (29 items). Section A and B was derived and modified from the WVQ, section C was developed from literature review and section D was adopted from the health care productivity survey. Of the 349 nurses who participated in the study, a total of 314 completed the questionnaire. Most of the participants are female (97.8%), aged 38 years or younger (52.2%), married (89.2%), had a diploma in nursing (46.8%) and work experience of 11-20 years (48.1%). 
Results
Pattern of Workplace Violence
Shockingly, 15.9% of the sample they were physically attacked in the workplace during the past 12 months, of which only 1 reported being physically attacked with a weapon. On the other hand, 27.7% experienced psychological WPV in the last 12 months, with the most common form being verbal abuse 67 (21.3) and harassment 10 (3.2%). Out of 71 participants who responded to the question of whether physical violence is a common occurrence in the workplace, 39 (12.4) said Yes and 34 (10.8) said No. Likewise, for psychological violence, out of the 88 participants who responded, 60 (19.1) confirmed that psychological violence is a typical incident in the workplace. The major attacker for both the physical and psychological violence were the patient relatives, 33 (10.5) and 37 (11.8) respectively. 
Perceived Effects of Workplace Violence
While 19.1% of the respondents perceived that workplace violence can result in decreased work productivity, 54.1% perceived that there is no change in work productivity and 26.8% were of the opinion that workplace violence can result in increased work productivity.
Discussion
The current study described the pattern of workplace violence and perceived effects on work productivity among nurses working in selected hospitals in Ibadan. The findings indicate that both physical and psychological violence are prevalent in the study setting with psychological violence having the highest prevalence. This implies that nurses working within the health care delivery system experience both forms of violence simultaneously depending on what form of violence the attacker employs. This is in tandem with the findings of Abodunrin, Adeoye, Adeomi and Akande, 2014; and Al-Omari, 2015. Abodunrin, Adeoye, Adeomi and Akande's study on prevalence and forms of violence against health care professionals in a South-Western city, Nigeria reported a high prevalence of violence (physical abuse) against nurses. The study of Al-Omari (2015) on physical and verbal workplace violence against nurses in Jordan also reported a high prevalence of violence.
A remarkable finding from the present study revealed that both physical and psychological violence are typical http://journal.julypress.com/index.php/ijsn Vol. 4, No. 3 2019 incidents that occur in the health facilities, with physical violence without a weapon and verbal abuse having the highest prevalence followed by harassment and threat. This prevalence is similar to the previous studies of Abodunrin, Adeoye, Adeomi and Akande, 2014; Magnavita and Heponiemi, 2012; and Luoto-Korhola and Niskanen, 2012;  suggesting the fact that violence against health care professionals especially nurses is resident in health facilities and for whatever reason it is perpetrated, the practice is unruly, unacceptable and uncalled for as it has dire consequences not only on the health worker affected but also on the attacker, the health facility and the health care delivery system as a whole. Hence, there is the need to tackle the menace of violence in the workplace through the formulation and implementation of policies, legislations and procedures such as zero tolerance of workplace violence.
It is apparent that the major instigators of WPV are more often patient relatives followed by patient themselves, the principal people with whom nurses interact regularly (Boafo & Hancock, 2017; `Teymourzadeh, Rashidian, Arab, Akbari-Sari and Hakimzadeh, 2014) . However, most studies (Al-Omari, 2015; Mingli, et al, 2015; Abodunrin, Adeoye, Adeomi and Akande, 2014; Kwok et al, 2006 ) on the contrary, indicated patients as the sole source of violence followed by their relatives. The explanation for this can be deduced from the fact that patient relatives are allowed access to their sick family member, hence their involvement in patient care which could result in violence when events do not turn out as expected. However, with this situation, an important strategy in reducing such violence should be constant interactions and effective communication with the patient relatives.
Furthermore, the researcher is not oblivious of the finding that patient relatives and patients are not the sole perpetrators of workplace violence, nursing colleagues, members of staff, managers and supervisors were also indicated as sources which is also consistent with Mingli, et al, 2015; Luoto-Korhola and Niskanen, 2012; Kwok, et al, 2006 . Violence undertaken by other members of the health care team is known as internal violence and can either be lateral or vertical. Lateral violence occurs between workers of the same status, e.g. nurse-to nurse. Vertical violence on the other hand involves senior colleagues and subordinates (Mingli, et al, 2015) . In this study, it was discovered that 6.1% of internal violence was lateral while 3.2% was vertical violence. This finding is not expected to be overlooked as it serves as an insight into the sort of inter/ intrapersonal and inter/ intra professional relationships that exist between members of the health care team. It is quite disturbing and hence, requires much more attention than earlier thought.
Moreover, inappropriate reporting and/ or under reporting of violence as reported in the present study may also be explained in line with the findings of Abodunrin, Adeoye, Adeomi & Akande, (2014) and Howerton, Child & Mentes (2010) , that nurses may have viewed the violent occurrences as minor, not seen as an assault or have been resolved amicably; coupled with differing definition and interpretation of violence thereby contributing to an increased threshold for insult and pain. As a way of improving on this, nurses and every other member of the health care system need to be aware of their rights and responsibilities, part of which is the right to a safe working environment. Effective training on workplace violence will also be of great importance.
On the perceived effects of workplace violence on nurses' work productivity, a fair proportion of the respondents consented to the fact that exposure to violence can result in a decrease in the work productivity of nurses. Even though the proportion is fair, it can be counted as significant to this study. This is because violence in the workplace, either large or small in magnitude is not to be overlooked due to the unpalatable effects it produces in the affected persons. This is similar to the findings of the Bureau of Labour Statistics, (2012); Gates, Gillespie, and Succop, (2011); and Gillespie, Gates, Miller, and Howard, (2010) who concluded that acute stress, posttraumatic stress symptoms, decreased work productivity, physical injury, and death are the main effects of WPV on nurses.
On another hand, the fact that a larger proportion of the respondents opined that there is no change in productivity can be explained in line with the nurses' individual definition, interpretation and perception of violence as well as the ethical obligations guiding the profession, and as such are expected to ensure the standards are maintained irrespective of the negativities they encounter. Hence nursing duties rendered to patients may not be affected. Nevertheless, the researcher is of the opinion that the work environment be made more convenient, conducive, stress-free and friendly as this will bring out the best in the workers.
Conclusion
The findings of this study revealed the prevalent occurrence of violence against nurses. A significant portion of the nurses were exposed to physical and verbal violence and the main instigators were patient relatives. Internal violence was also found to be resident among nurses. Though, all of these forms of violence were viewed as inconsequential by the nurses, it has proven to have a lot of impact on their productivity as key members of the health care delivery team.
